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Medical Qualification Assessment Referral Summary 

	                                       To be Completed by an Authorized Supervisor

	

	Employee Name: 
	
	S.S. Position
	

	Observation Date:
	
	Time:
	

	Circumstances of Observation: (reason referral was made)
	

	

	

	

	

	Objective Facts Identified: (document observations – be specific )
	

	Behavior:
	

	
	

	Appearance:
	

	
	

	Speech:
	

	(slurred?)
	

	Odor:
	

	
	

	Gait/Balance:
	

	
	

	Motor Skills:
	

	(weakness?)
	

	
	

	Cognitive Status:
	

	(confused?)
	

	
	

	Other:
	

	
	

	
	

	Safety Sensitive Duty/Duties Concerns:
	

	

	

	
	
	

	

	
	
	

	Supervisors Name
	Supervisors Signature




Maintain this form with Medical Qualification Records
Company Name
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